• moderate to severe bulging of TM or new onset of othorrea not due to acute otitis externa;
• mild bulging of the TM and recent onset of earache or intense erythema of the TM.
Pediatricians should prescribe antibiotics in children aged <6 months with both severe and moderate presentations, in children aged between 6 and 24 months with severe presentation in both unilateral and bilateral AOM or in those with moderate presentation in bilateral AOM.
Children aged > 24 months need antibiotic therapy only when the presentation is severe [7, 8] . Amoxicillin (50 mg/kg/day) alone or with clavulanate is the first choice in moderate and severe presentation respectively. Alternative initial antibiotics include cefaclor (40-50 mg/kg/day) and cefuroxime-axetil (30 mg/kg/day) or cefpodoximaproxetil (8 mg/kg/day) respectively. Ceftriaxone (50 mg/kg/day) can be given to children who cannot take oral medications or when the symptoms do not improve within 72 hours [9] . The duration of the treatment may vary from 5 to 10 days [8] .
Most pharyngitis episodes are caused by viruses. Antibiotic therapy is recommended in every child with microbiologically documented group A b-hemolytic streptococcus pharyngitis (37%). The first-line treatment is amoxicillin (50 mg/kg/day for 10 days). In noncompliant cases, cefaclor (40 mg/kg/day) or cefuroximeaxetil (20-30 mg/kg/day) may be administrated [10] .
Epiglottitis is a supraglottic laryngitis. It may be caused by S. pneumonia, S. aureus, b-hemolytic streptococcus and H. influenzae. The priority is airway management followed by antibiotic (ceftriaxone 50-75 mg/kg/day) treatment and steroids [11] .
